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This book is written for undergraduates keeping in view their special requirements and their dire need of a small book
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to enable them to prepare for the examination. It may also be useful for internee doctors who opt to work in Pediatric
hospitals.
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Jan. 1985

i1V 404 I9AIFTMONM FFHH (Si'usbqil - sissuss) AieiqiT - JISIA $}00q 981) 10]) IZDJHP



| am greatly indebted to students of Medical colleges and doctors working in children wards of different hospi-
tals who continue to look for a book which fulfill their partial needs and at time they have to refer to textbook
for further details. | still feel the students complain of studying such a large book for preparation of their exam
and they require a brief version. The knowledge of pediatrics is ever expanding and | have tried to limits its
volume to manageable size. For this | have curtailed many detailed explanation of different aspects and
omitted many diagrams to limit its size.

In this edition | have included the recent national statistics which were available from year 2017. In addition it
was a great pleasure to get help from Dr Athar Abdul Razzaq to review neonatal section and include all the
recent updates available and give it a complete newer look. Similarly Dr Muhammad Imran took immense
interest in updating Nephrology section and almost completely help us rewrite the section and including all the
recent updates and brief essential new topics. It was a great effort on his part. | am also indebted to Dr Ghazi
Khosa who spared his precious time to revise the Gastroenterology and liver diseases section. It will be
pleasure to get his help in future edition also. | am extremely thankful to Dr Muhmmad Idrees who worked
meticulously to read the book and brought necessary changes from scrap and added almost more then fifty
paragraphs and cancel many diagrams which were unnecessary to limit the size of the book. He was also
responsible to bring all the necessary changes in this new edition. It was kind of him to spare his valuable time
from family life and medical profession. | shall be failing in my duty if | don't mention the name of Dr Talat
Pervaiz for valuable suggestion and Dr Asif Qamar Rana to taking the responsibility to draw the diagram of
growth and development and taking the responsibility to publish the book to international standards. | hope
they won't let me down in this endeavor.

| shall be looking forward to students and doctors for valuable suggestion and necessary ratifications of our
shortfalls. Nobody is perfect except ALLAH almighty.

Prof. Dr. Pervez Akber Khan
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History should be taken on the same pattern as in
adults but it differs in the:

1. Birth history

2. Feeding/nutrition history
3. Vaccination history

4. Developmental history

Commonly, history is taken from the mother. Some
relevant points may be asked from an older child.
Always listen to the mother’'s complaints and do not
interrupt her before asking the relevant questions.

First of all, introduce yourself to the patient/attendant.
Do not keep looking at your watch or notes in front of
you. Pay full attention to mother and child.

During history taking, keep watching everything the
child is doing and also his/her reactions.

The name, age (or date of birth), sex of the patient and
address of the parents, etc., is recorded.

IIII A

Record the immediate |mportant complaints, which led
the parents to seek medical advice.

The chief complaints should be recorded in a
chronological order i.e. complaints with longest
duration are mentioned first and complaints with
shortest duration are mentioned last. For example:

= Loose motions 15 days
o  Vomiting 5 days
2 days

o Fever
o Use the parents’ own words.

HISTORY OF PRESENT ILLNESS

It is the detailed description of the chief complaints
with duration and their order of appearance.

Enquire as to when the patient was last entirely well.

There should be a daily documentation of events
leading up to the present time, including signs,
symptoms, and treatment, if any.

Deeper inquiry about important symptoms must be
made regarding:

¢ Time of onset
< Site

< Duration

o Frequency

o Severity
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©  Progression
©  Relieving factors
Exacerbating factors

9}

o}

Diurnal or seasonal variations

Q

Associated symptoms

Contact with a case of communicable diseasss e.g.
tuberculosis and measles

f symptoms point to a disturbance of a particular
organ system, then ask specific questions relating to
that system.

&)

Some general questions given below provide useful
information:

General

Weight loss
Appetite

Criousn otem

Shortness of breath on exertion

Shortness of breath and sweaty on feeding
Cyanotic spells (blue episodes)

Squatting

Chest pain or palpitations (rare)

Fainting or syncope

Cyanosis

Edema

Sore throat

Earache

Cough (nocturnal, in relation to exercise, productive,
dry)

Wheezing (nocturnal, exercise induced)

Frequent chest infections

History of aspiration

Hemoptysis

Abdominal pain
Vomiting

Jaundice

Diarrhea or constipation

Blood in stool



Antenatal history (history of pregn

Fits
Syncope, dizziness

Headaches

Visual problems

Numbness, unpleasant sensations
Weakness, frequent falls
Incontinence

R 00

Stream
Dysuria

Frequency
Nocturia, enuresis
Incontinence
Hematuria

Rheumatological system ""”H“ i

gt
Limp

Joint swelling

Skin rash

Dry mouth or mouth ulcers

Dry or sore eyes

Hair loss

Cold extremities

PAST HISTORY {ild

Enquire about the past |I1ness, which can have
relevance to the present one or present state of health
of the patient.

Also enquire about the medications taken previously
and their side effects.

Also enquire about the infectious diseases he/she has
suffered from and any complications thereof.

History of similar complaints in the past is also helpful.
If hospitalized, check medical records.

mmmm. |

If the patient is a neonatal genetic, or developmental
case, more detailed birth history is required regarding
miscarriages, terminations, stillbirths, or neonatal
deaths.

Birth history should be taken under following three
headings:

1. Antenatal history
2. Natal history
3. Postnatal history

i llilﬂji‘““: Il

ikl il

Health and nutritional status of the mother during
pregnancy

i r|||]||

||{I.
J_-

e Whether she has taken iron, multivitamin tablets or
any other drugs during pregnancy

e Enquire if mother has suffered from any iliness during
pregnancy, e.g. hypertension, diabetes mellitus,
preeclampsia, antepartum hemorrhage or infections
like rubella, wurinary tract infections, syphilis,
tuberculosis, etc.

e Any history of exposure to irradiation (X-rays) during
first trimester

e In the past obstetric history, enquire about the
problems with previous pregnancies, stillbirths or
miscarriages, birth weight of previous children,
prematurity and blood transfusions

e Enguire about maternal vaccination against tetanus

very) |

e  Whether the delivery was conducted at home or in the
hospital

e Delivery conducted by a midwife, trained health visitor
or a doctor

e Technique of sterilization of instruments

e Length of gestation

e Time of rupture of membranes

e Duration of labor whether prolonged or precipitated.

e Presentation and type of delivery, i.e. spontaneous
vaginal, forceps, vacuum extraction or cesarean
section

*» Any history of sedation or analgesia given to the
mother during labor and any abnormal bleeding

Postnatal history

e  Whether the child cried ammedlately after birth or was
cyanosed and apneic

e Need for resuscitation at birth and any problem with
respiration, sucking or swallowing

e Any history of convulsions, fever, jaundice or rash after
birth or in the neonatal period

e Any procedures such as exchange transfusion,
umbilical artery catheterization undertaken or drugs
given during neonatal period

T

e Onset of feeding, i.e. how many hours after birth first
feed was given

e Whether breast-fed or bottle-fed

e Duration of breastfeeding

e At what age formula milk feeding was started.
e Composition of formula, its amount and frequency
e  Any vitamin or iron supplements given

e  When solids were introduced in the diet, their nature
and amount

e Current diet
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Any dysmorphic features

Pallor

Cyanosis

Plethora

Jaundice

Edema

Gait while the child is running around

e Vital signs are monitored. These include:
o Temperature
© Respiratory rate

o
o
(o]
o]
o]
o

© Pulse or heart rate
© Blood pressure or skin perfusion

e Oral temperature measurements are used in children
older than 5 years. In young children and infants,
thermometer can be placed in the axilla or groin.
Temperature in the axilla or groin is about 0.5°C lower
and the rectal temperature is about 0.5°C higher than
the oral temperature. Normal children have
temperature between 36.5°C-37.5°C. Temperature is
1°C higher in infants than in older children.

Aniscalmsilen ahd Bl nrasssis
rmal puise ana blood press

Age Pulse (per | Blood pressure :
minute) (mmHg) |I
Newborn { 120-160 | 35-60 mean pressure |
[ _ by flush method. [
Up to 1 year | 80-140 80/55
| Up to 5 years 75-120 85/60
5-15 years 70-110 100-110/70

o Measurement of anthropometric parameters is very
important. These include:

Height
Weight
Head circumference

o 0 0

©  Nutritional status (skin fold measurement)

e A comparison between actual and expected weight
should be a routine in any examination.

e Length can be measured as standing height after 2
years of age and as crown-heel length in infants.

e Head circumference (occipitofrontal circumference)
should be measured in all infants under the age of 2
years. Hydrocephalus should be suspected if the rate
of growth of the head is greater than normal for age,
weight, and sex of the infant.

e Skin fold measurements are useful in determining
obesity and in identifying and following mainutrition.
Skin fold calipers are applied over the mir *r'-eps.

e Examine nails for clubbing, pitting, splinter

hemorrhages.

e Lymph nodes (cervical, axillary, and inguinal) are
examined.

e Skin is examined for abnormal pigmentation, any
evidence of bleeding (petechiae, bruises), perfusion,
and dehydration.

e If there is any rash, observe for its site, color, number
and size of lesions. Rash may be vesicles, papules,
macules, petechiae, scratch marks, or ulcers.

e Genitalia are also examined.

(T

Anterior closes by 9-18 months

Posterior closes by 3-6 months

Early closure: CP, hyperthyroidism Craniosynostosis
Delayed closure: Hypothyroidism, rickets, malnutrition

[ Head IR
Size, Shape
Large head:>3 SD above mean for age sex hydrocephalus

Fontanel

Small head:<3 SD below mean for
Craniosynostosis, TORCH

sutures LU

Doses by 6 months of age
Delayed closure hydrocephalus

age sex CP,
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e Developmental assessment is done by comparing the
achievement of various milestones at various ages.
(see chapter growth and development)
e Examine breasts and nipples for size and stage of
development.
| T

HEAD AND NECK
e Size and shape of the head
e Moulding

e Cephalhematoma, caput succedaneum
e Patency and state of the anterior fontanel
e Any abnormal swelling or growth in the neck
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) HISTORY]

e Age at which vaccination was started

e Type of vaccination given

e Number of doses given and any side effects observed.
(It is important to know the absolute and relative
contraindications to all vaccinations)

pEVELOPMENTAL HISTORY. |1 1SN
e Age at which various developmental milestones are
achieved.

e These are compared with the normal for this age, e.g.
smiling, ability to hold the neck, sit, crawl, stand, walk,
talk and control of bladder and bowel, etc. (It is
important to know at least four milestones for
different ages, which parents can answer easily).

e s the development appropriate for age?

e Has there been regression of
milestones once achieved?

e

developmental

e School name

e (lass

e Progress report

e Any special needs or support
e Any missed school attendance

e Relations and behavior with other children, class

fellows, and friends

MR

e  Ages of the parents
e Married for how long
e Consanguinity

e  Similar illness in siblings or parents

e Education, occupation and income of the parents
e  Number of siblings and age range
e Number of family members living in the same
house/room

e Family history of any disease, e.g. hypertension,
diabetes, tuberculosis, etc.

e Type of neighborhood

e Type of water supply and arrangements for refuse
disposal

e Any pets at home

e (Detailed family history is needed in case of
chromosomal, hereditary, or infectious diseases)

llHIIﬂlIllIIIHIH!!w

Note any medication used its frequency and dose.
e Ask about allergies.

e In a neonate or breast-fed baby, a maternal drug
history is important.

| CHAPTER 01

Lt IIIIIII’IISII l |
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Introduce yourself to the child or his/her parents.
Ask if you may examine the child.
Ask the child’s name.

Before examining a child while talking to the mother,
inspection of the whole child for a while is very
important before undressing the child.

Sometimes, in pediatrics practice, no set routine of
inspection, palpation, percussion, and auscultation is
followed. Examination is by regions rather than by
system. You may need to change your order of
examination according to the age and behavior of the
child.

Warm your hands before starting the general physical
examination.
Position the child appropriately to facilitate the
examination.

Part to be examined should be adequately exposed.
Ask mother to undress the child and help her to do so.
Because the entire child is to be examined, at some
time all of the clothing must be removed. This does not
necessarily mean that it must be removed at the same
time. Only the part that is being examined needs to be
uncovered and then it can be reclothed. Except during
infancy, modesty should be maintained and the child
should be kept as comfortable as possible.

Examination should be gentle and smooth. Do not lose
the opportunity to examine the sleeping infant or
young child. Never hurt a child or make the child
uncomfortable during examination. Start the
examination by the least threatening maneuvers.
Initially perform those maneuvers that require the
child’s cooperation. Unpleasant or painful parts of the
examination should be examined in last and should be
explained to the child before proceeding. Pause
immediately if the child becomes upset or cries.

It is better to examine the child in close proximity to
his/her parents. Child should be examined either in the
mother’s lap or while held over the shoulder. Older
children usually are quite cooperative and they can be
examined while lying in bed or sitting in the chair.

If the child is not cooperative, distract the child with a
toy.

Look at the whole child.

Estimate the approximate age.

Observe:

@ Conscious level

© Speech (appropriate for age, hoarseness,
dysphasia, dysarthria)

©  General health (e.g. failure to thrive)

©  Shortness of breath
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Line of
vision parallel to
floor
<+— Shoulders
touching
«— Buttocks
touching

'\
mmumu i

e Examine the eyes for ptosis, squint, nystagmus,
subconjunctivalhemorrhage, jaundice, cataract, sticky

eyes, pupillary light reflex and visual abnormalities.

_{ﬂﬂﬂllmfl” il

Examine the ears for any abnormality of shape, low-set
ears, any wax or boils.

e Tympanic membrane is examined for congestion and
perforation.

¢ Hearing is also checked in both the ears.

X

e Examine shape of the nose, depressed bridge, patency
of the nostrils (choanal atresia), movement of the
alaenasi and any nasal discharge.

| Face IO
e General appearance, color, odd facies (dysmorphic
features) or facial palsy is noted.

Hlllllillh"'ff: |

Note any cleft lip or cleft palate.
e Examine the lips and tongue for pallor, cyanosis,
thrush or ulceration.

e Also note the number and state of teeth and condition
of tonsils.

B

e Place the child in a snttlng position and in case of an
older child ask whether he or she is comfortable.

e Examine the patient from the foot end of the bed and
then from the right side of the chest and comment as
follows:
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Count the respiratory rate. Respiratory rate is
normally 20-40/minutes.

o Whether the patient is breathless at rest. Note the
movements of alaenasai.

(8]

(0]

Look at the tongue for cyanosis.

o Type of  respiration  (abdominothoracic,
thoracoabdominal, acidotic, etc). In children, chest
cage tends to be small, respiration is mainly
abdominal and breath sounds comparatively
louder with longer expiration.

o Note if there is stridor or wheeze. In stridor
inspiration is prolonged than expiration. In
wheezing, expiration is prolonged than inspiration.
Stridor and wheeze suggests obstruction of the
upper or lower airways respectively.

> Shape of the chest (normal, barrel shaped).

Deformity. pectus carinatum or prominent
sternum is also called pigeon chest. Pectus
excavatum or depressed sternum is also called
funnel chest. There may be kyphosis, scoliosis,
rickety rosary, or Harrison sulcus (retracted costal
cartilage, suggesting chronic conditions, either
airway obstruction or left to right cardiac shunt).

8]

o Diminished movements on the right or left side.
Also  inspect for intercostal, subcostal and
suprasternal recession, which indicates
obstruction to air entry.

Grunting or sighing respiration is also noted.
> Prominent veins, scars, or pulsations.
¢  BCG scar is noted.

\. . \

.\ .)“I
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Figure 1.3: Pectus carinatum (A) and Pectus excavatum (B).

Table 1.2: Shape and deformity of the chest

Normal Consolidation ‘
Cavitation
Interstitial lung disease

Bronchial asthma (mild) J

i
! Local flattening

Collapse
e  Fibrosis




Pleural effusion
e  Pneumothorax

Local bulging

° Bronchial asthma
" e  Chronic obstructive
| airway disease

Barrel shaped chest

. Age Normal range/minute

-“Necnate ' 30-60
;f_ant ................................. e
1-4 years il 20-40
5-10 years ) |f 15-25
. Over 10 years | 15-20 e

A

Palpation HHIH

e Following points are noted:
e Position of the trachea.
s Position of the apex beat.

e  Movements of the chest with the fingers symmetrically
placed in the intercostal spaces on both sides. Place
the fingertips of both hands on the chest wall laterally
so that thumbs meet in the midline.

e Expansion of chest. Expansion can be measured in the
line of the nipples between full inspiration and
expiration. This should be at least 3 cm in older child.
Expansion is decreased in pleural effusion,
pneumothorax, collapse, consolidation or fibrosis.

o Vocal fremitus. Feel for a difference between the
right and left rather than an absolute increase or
decrease. Vibrations are increased in
consolidation on that side. Vibrations are
decreased by collapse or pleural thickening on
that side. Vibrations are absent in pleural effusion
on that side.

¢ Tenderness
Crepitus
Palpable sounds

Table 1.4: Tracheal displacement

Consolidation
Cavitation

Bronchial asthma
Chronic obstructive
airway disease

e |Interstitial lung disease

e o o @

Collapse

Towards lesion °
i Fibrosis

Towards opposite side

Pleural effusion
®  Pneumothorax \

oLl it

Consolidation

Cavitation

Collapse ;
Fibrosis

Pleural effusion
Pneumothorax

Reduced on affected side

Reduced all over i Bronchial asthma

| «  Chronic obstructive

' airway disease

| & Interstitial lung disease

S

e Warn the child what you are about to do so that he
may not be terrified.

e First of all determine the upper border of liver.

Percussion

e Comparison of percussion note on both sides. Percuss
over supra-clavicular areas, clavicles, upper, middle,
and lower chest on both sides. Percussion note is
hyperresonant in asthma, pneumothorax, and foreign
body aspiration. It is decreased in consolidation,
collapse, fibrosis, or pleural thickening. Resonance is
absent or stony dull over a pleural effusion.

e Palpate for vocal fremitus bilaterally and then percuss
lightly to elicit resonance. Hyperresonant note
indicates asthma, emphysema and pneumothorax,
while dull note represents consolidation, collapse,
fibrosis, pleural effusion or pleural thickening.

Tympanitic e  Over an hollow viscus e.g. empty

stomach
i Hyperresonant | ®  Asthma

| Pneumothorax

Resonant e

Over normal lung
| Dull e  Pulmonary consolidation I
| Pulmonary collapse |
Stony dull ' o Pleural effusion

Auscultation il u!il”!]n

e Auscultate early in the examination while the child is
cooperative.
e Auscultate over supra-clavicular areas, upper, middle,
and lower chest on both sides.
e Following points are noted:
© Breath sounds (intensity, character, i.e. vesicular
or bronchial). If the breath sounds are harsher on
one side of the chest than the other, the harsher
side is normal.

© Added sounds (rhonchi, crepitations, and pleural
rub).
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© Check vocal resonance by asking the patient to
repeat one, one, one.

j Bronchial

Consolidation
Cavitation
Collapse with patent |
bronchus t
e  Fibrosis

e Just above a pleural
effusion

Diminished or absent but
| vesicular

e  Collapse with obstructed
bronchus {

e  Pleural effusion !

e  Pleural thickening

e Pneumothorax

Vesicular

I e Interstitial lung disease

| Vesicular with prolonged
expiration

| e Bronchial asthma |

Table 1.8: Causes of added sound

| Generalized wheezing

|® Bronchiolitis

Unilateral wheezing

*  Foreign body

| Fine and high pitched
| crepitations (crackles) at lung
. bases

! Coarse crepitations due to

e

e  Pulmonary edema
e  Fibrosing alveolitis

Pneumonia

e The heart is examined while the child is lying down,
sitting in the mother’s lap or standing.

M|

e Look at the whole child.
e Following points are noted:

©  Any chest deformity
©  Bulging of the precordium. Anterior bulging of left
chest in a thin child is due to cardiomegaly

©  Any pulsations including apex beat
©  Any prominent veins

e Comment on the patient’s general condition (whether
he/she is comfortable at rest or obviously short of
breath). Look at the tongue for pallor, central cyanosis.

MR

e Following points are noted:

o  Apex beat. Note site and character (normal, ill-
sustained  heaving, well-sustained heaving,
tapping). Palpate the apex beat which is normally
in the 4" intercostal space just inside the mid-
clavicular line and note its character whether

Palpation

heaving or tapping, indicating left or right
ventricular hypertrophy.

o Left para-sternal heave (right ventricular
hypertrophy)

o Palpable heart sounds

© Thrill (palpate murmur). The accompanying

murmur is by definition at least 4/6 grade.

| secretions ®  Bronchiectasis o  Palpable pericardial rub
e =S X e
....... 10: Ap eat quality
shedibinoliay ol e N amata s = AN, 6 g R
Increased Consolidation 5 | Displaced to left | Cardiomegaly .
Cavitation :' | Scoliosis j
! e  Collapse with patent i | Pectusexcavatum =
l bronchus - e e e |
|  Fibrosis Apex on right side . Dextrocardia

| Dextroposition (pulmonary
fibrosis, diaphragmatic

e Interstitial lung disease [

I | :
 Reduced e Collapse | hernia)
Reduced or absent | e  Pleural effusion Sustained | Aortic stenosis
| o Pneumothorax | e =
W ' ' | Left ventricular hypertrophy

| Forceful
|

Normal

Percussion | 1L R

e  Percussion is sometimes required to assess cardiac

e Pulse is examined and rate, rhythm, volume, and

g . i enlargement, pericardial effusion or cardiac
character are noted. Comparison with other pulses is displacement
important to note radio-femoral delay. Lift the arm to
feel the collapsing pulse. Auscultation (i mml‘l.
e Blood pressure is recorded. e Auscultate all the four cardiac areas. Begin

auscultation from the apex. Take care to palpate the
right carotid pulse simultaneously for timing the
various cardiac sounds.

e Neck veins are examined.
e Ensure adequate exposure of the precordium.
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e Always listen at the back. Innocent murmurs do not

radiate to the back.

e Following points are noted:

o Heart sounds (intensity of 1* and 2" sounds,
splitting of 2™ heart sound, 3 and 4" heart
sounds). Presence of third heart sound or gallop
rhythm indicates heart failure and friction rub
indicates pericarditis.

©  Murmurs (timing, intensity, site of maximum
intensity, radiation, character, pitch, effect of

respiration, effect of posture).

o Pericardial rub

Soft 1 and 2™ heart sounds

Pericardial effusion |

| L
‘ Loud 1% heart sound e ASD
| @  Mitral stenosis
| e Tachycardia
g = .
Soft 1™ heart sound e  Mitral regurgitation
ELt Tee Sl 0 0 AW TG R S0 TR
' |
Loud 2™ heart sound e  Pulmonary hypertension
Loud P2 | ® ASD
Loud A2 e PDA .
e  Systemic hypertension |
| Soft 2™ heart sound Pulmonary stenosis
Soft P2 Aortic stenosis
| Soft A2 Aortic regurgitation
‘ Fixed split of 2" heart sound e  ASD
— L T e
Single 2" heart sound TOF

Tricuspid area

Mitral or apical

area

5

1. Symptom free

2. Systolic
3. Short
4. Soft.

5. Heard over only a Small area
| 6. Split 2™ sound

i 7. Sitting/standing (i.e. varies with posture)
N T Lo b T I e ]
8. Sternal depression (benign murmurs with
pectusexcavatum)

9. No other abnormal Signs

Pansystolic e  Mitral regurgitation
e \Ventricular septal defect |

| Ejection systolic | «  Aortic stenosis
e  Pulmonary stenosis

Mid diastolic e  Mitral stenosis
Early diastolic e  Aortic regurgitation
Pulmonary regurgitation

| Grade |

Murmur audible with great difficulty in a
| quiet room ‘
! Grade Il Murmur easily audible but not loud |
Grade Il | Loud murmur without thrill
Grade IV | Loud murmur with a thrill
| Grade V | Very loud murmur, audible even outside the
| precordium
| Grade VI | Murmur audible without stethoscope |

Following parts are examined:

e Lips

e Gums

e Teeth

e Tongue

e Mucous membranes
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s Ensure that the patient is lying flat.

e The hands should lie by his or her side with the
abdomen exposed from the inframammary region to
just above the genitalia. Do not expose the genitalia.

[inspection ||| (TN

e Following points are noted:

© Shape of abdomen (normal, scaphoid, distended).
In abdominal distension, skin is tense, shiny and
underlying veins are prominent.

o Movements of abdominal wall with respiration.

©  Visible peristalsis. In intestinal obstruction
peristaltic waves may be visible.

©  Umbilicus (position, shape)

©  Scar marks

o Striae

©  Prominent veins (site, direction of flow of blood).

©  Hernial orifices. Ask the patient to cough at this
stage.

©  Pubic hair distribution

IR

Ask the patient whether there is pain abdomen at any
part of abdomen.

s Kneel on the floor or sit on a chair before you begin
palpation. At all times look at the patient’s eyes to
check whether he or she feels pain.

e Begin with the superficial palpation and begin in the
least tender area.

e Palpate in all four quadrants.

* Following points are noted:

1. Light palpation to note any rigidity, guarding or
tenderness.

2. Deep palpation to note tenderness, rebound
tenderness, or any mass.

3. Palpation for the viscera including liver (also
percuss for upper and lower border), spleen,
kidney (bimanual palpation), and urinary bladder.

4. Check hernial orifices.

Percussion Immﬂ“" Uﬂlh

e Percuss for any palpab!e viscera or mass, fluid thrill
and shifting dullness.

Auscultation MR
e Auscultate abdomen for 3-5 minutes for presence or
absence of bowl sounds. Note their intensity.

Rectal examination I
e Tell the examiner that you would like to perform a
rectal examination and external genitalia.

fli ,;lili:: | -:II. |I“ | i

i

Examine the anus for patency, fissure, prolapse,
perianal dermatitis and perform rectal examination for
tone of the anal sphincter, dilatation of rectum,
bleeding, etc.

Examine the genitalia for testicular descent, clitoral
enlargement, ambiguous genitalia, hypospadias,
phimosis, hydrocele or hernia.

e

CENTRAL NERVOUS SYSTEM EXAMINATION

Neurological assessment differs in infants and children
according to the functional maturation of the nervous
system. It depends on the child’s age and willingness
to cooperate.

In infants various neurological reflexes and
developmental milestones represent the stage of
development.

The higher mental functions, state of consciousness,
speech and gait are assessed routinely in children.

In infants, great information can be gained from
alertness, posture, presence or absence of movements
in all four limbs, neck retraction and state of cry.

Following points are examined:
Higher mental functions
Speech

@ Cranial nerves
Motor system

< Sensory system
Cerebellar signs
Signs of meningeal irritation

Higher mental functions 1S ]["m””

Note appearance and behavior

Assess orientation in time and place

Assess conscious level (Glasgow coma scale)
Evaluate memory and general intelligence

Note any disturbance in speech.
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Cranial nerves - ([11EHEA “I"""""H'

1* cranial nerve (olfactory) can be examined in older
children only. If the examiner requires you to test the
sense of smell, use an odor that can be readily
identified, such as soap or clove oil.

2" cranial nerve (optic) can be tested by visual
fixation at a bright light in infants and visual acuity,
field of vision, color vision and fundoscopy in older
children. Check pupils (size, shape or inequality) and
test their reaction to light (direct and indirect reaction)
and to accommodation.

3 4™ and 6™ (oculomotor, trochlear, abducent)
cranial nerves are tested together by noting
movements of the eyes in all four directions and
eliciting light reflex. Any ptosis or squint is also noted.

and motor. Sensations should be checked on the face
and check corneal and conjunctival reflex. Motor part
supplies muscles of mastication. Ask the patient to
clinch the jaws and feel temporalis and masseter
muscles. It can also be tested by moving the jaw from
side to side. Also test jaw jerk. It is exaggerated in
upper motor neuron type of lesion.

7" cranial nerve (facial) can be tested by observing
during crying the symmetry of face, deviation of angle
of mouth to one side, obliteration of nasolabial fold
and inability to close the eyes. Also, test for taste on
anterior two third of the tongue.

8" cranial nerve (vestibulocochlear) is tested by
noting the response of the infant to a loud noise by
becoming quiet if crying, turning the face towards the

e 5" cranial nerve (trigeminal) has two parts: sensory noise or eliciting a Moro reflex.

Table 1.15: Glasgow coma scale (GLS=E+~M+V

Pediatric Glasgow Coma Scale (PGCS) - |

|
| >1 Year

<1 Year Score

l Spontaneou_s-; Spcntaneous.ly 2 4_

| To verbal command | To sFout - “ ' 3
| Eye Opening ; =

| To pair_)m . | To pain N i 2
| No response No response 1
!7 i Ubevs. Spontaneous“ . . _;_
: Localizes; pain LOC;"Z&S pain | . | 3_5_
L B [ s il
| Response Flexion-abnormal (decorticate rigidity) ! Flexion-abnormal (decorticate rigidity) l 3

lestansiani(asserebratemgiiiy) | eenton (eeerebrate rigicty). | 2
I . i'.\fo response ; No résponse _ . - o . | __1__ .
! | >5 Years 2-5 Years 0-23 months
| i Oriented . Appropriate words/phrases ;.Smiiesfcc:;;:r:;ro.;a;w - ii_ ------ -
'I | Disoriented/confused Inappropriate words | Cries and is consolable l 4
| Verbal lnappro;;riate wor-ds . Persistent cries and sc.r;ams Persistent inappropriate cwiﬁg "-!_3 i
| Response | l | and/or screaming

lncon;prehensible sounds | Grunts i érunts, z;;ita;d_, ;;-t;i-;;kess “"‘2'
| No response No response ! No respo;'lse i I |1 =

| |
' Total Pediatric Glasgow Coma score (3-15): |

Minimum score =3

Maximum score = 15

| Mild head injury = GCS 13-15
Moderate head injury = GCS 9-12

| Severe head injury = GCS 8 or less

i 71V 404 I9AITTIMONM I (Si'usbqil - siseuss) AieiqiT - JISIA SY00q 88.) 10]) 1Z{D)j&P
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